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G.H.,  a  76-year-old  woman  with  no  particular  prior  medical  history  was  seen  in  the  emer-
gency  room  for  a  5-month  history  of  progressive  dyspnea,  which  became  stage  IV  dyspnea
one  week  prior  to  admission.  The  physical  examination  revealed  a  patient  who  was  con-
scious  and  hemodynamically  stable,  with  signs  of  congestive  heart  failure  with  left  pleural
effusion.  The  laboratory  tests  showed  renal  failure.  A  chest  X-ray  was  done  (Fig.  1).Figure 1. Frontal chest X-ray in a reclining position.
DOI of original article:10.1016/j.diii.2011.11.005.
 Here is the answer to the case previouslypublished in the no. 1/2012. As a reminder, we publish again the entire case with the
esponse following.
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What is your diagnosis?
Based  on  your  reading  of  the  case  study,  which  of  the  fol-
lowing  would  be  your  diagnosis?
• mesothelioma;
• pleurisy  with  effusion;
• giant  hydatid  cyst;
• atelectasis;
• pneumonia;
• thoracic  aortic  aneurysm;
• aortic  dissection  presenting  as  pleural  effusion.
Diagnosis
Giant  aneurysm  of  the  thoracic  aorta.
Imaging data
The  frontal  chest  X-ray  revealed  an  opaque  left  hemitho-
rax  (Fig.  2),  with  a  homogeneous  projection  image,  with
no  mediastinal  displacement  or  widening  of  the  intercostal
spaces,  and  no  air-ﬂuid  level  or  bone  abnormalities.  Analysis
of  that  left  hemithoracic  opacity  also  showed  ﬁne  arcuate
calciﬁcations  in  the  shape  of  an  incomplete  circle  to  the  left
side  of  the  trachea,  as  well  as  parallel  linear  calciﬁcations
on  the  left  chest  wall.  The  latter  could  be  related  to  pari-
etal  calciﬁcations  from  an  intracavitary  expansive  process,
such  as  a  hydatid  cyst  (endemic  in  our  ﬁeld).  However,  their
positioning,  which  seemed  to  silhouette  an  elongated  verti-
cal  formation,  was  more  suggestive  of  a  vascular  structure.
This,  therefore,  favored  the  hypothesis  of  a  giant  aneurysm
of  the  thoracic  aorta.
The  workup  was  completed  by  a  Doppler  ultrasound  of
the  chest,  which  showed  the  presence  of  a  voluminous  ovoid
Figure 2. Frontal chest X-ray in a reclining position showing
an opaque hemithorax with an abnormally enlarged aortic knob
(arrow), associated with ﬁne linear calciﬁcations extending from
the aortic knob along the left thoracic wall and silhouetting the
aortic wall (arrowheads) suggesting the presence of an aortic
aneurysm.
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ormation  occupying  the  entire  left  hemithorax,  in  which
here  was  arterial  ﬂow  only  at  the  anechoic  center.  In  view
f  this  data  suggesting  a  thoracic  aortic  aneurysm  with
ssociated  parietal  thrombosis,  a  CT-scan  of  the  chest  and
bdomen  was  done,  without  injection  of  iodinated  contrast
aterial  due  to  the  renal  failure,  conﬁrming  the  diagnosis
Fig.  3).  That  study  showed  a  thoracic  aorta  with  aneurismal
ilatation  over  its  entire  length,  whose  descending  segment
as  fusiform  and  extended  to  the  diaphragm,  thus  occupying
lmost  the  entirety  of  the  left  hemithorax.  That  segment,
preading  over  a  length  of  22  cm,  measured  11  cm  in  its
argest  diameter.  Its  wall  was  ﬁnely  calciﬁed  in  places  and
as  slightly  hyperdense,  conﬁrming  the  existence  of  parietal
hrombus.  Furthermore,  there  was  also  minimal  homolateral
ree  pleural  effusion.  Medical  treatment  was  initiated  and
he  patient  is  still  being  followed  by  a  cardiovascular  surgery
ractice.
In  addition  to  its  exceptional  size,  the  thoracic  aortic
neurysm  described  in  this  case  study  is  unusual  in  that  it
as  revealed  by  an  opaque  hemithorax,  a  unique  diagnostic
ircumstance  to  our  knowledge.
iscussion
 thoracic  aortic  aneurysm  (TAA)  is  deﬁned  as  a  loss  of  paral-
elism  of  the  aortic  walls,  resulting  in  saccular,  fusiform,  or
iffuse  dilatation.  To  be  diagnosed  as  a  TAA,  that  dilata-
ion  must  have  a  diameter  1.5  times  greater  than  the
uperjacent  aorta.  That  ratio  is  only  1.3  in  case  of  dystro-
hy  or  bicuspid  disease.  However,  in  practice,  any  aortic
egment  exceeding  4  cm  in  diameter  may  be  considered
neurysmal  [1].
The  true  incidence  of  TAA  is  difﬁcult  to  determine
ecause  there  are  so  many  asymptomatic  cases,  but  it  is
onstantly  increasing  due  to  improved  diagnostic  methods
nd  the  aging  population  [2].  Clouse  et  al.  estimated  that
ncidence  to  be  10.4  cases  per  100,000  population  per  year
3].  In  40%  of  cases,  TAA  is  discovered  by  chance  during  a
hysical  examination  or  on  a  chest  x-ray  performed  for  a
ifferent  reason.
Symptomatic  cases  of  TAA  express  chest  pain  in  37%
f  cases  and  dorsal  pain  in  21%.  That  pain  is  induced  by
ompression  of  the  mediastinal  organs  and  chest  wall,  or
y  erosion  of  an  adjacent  bone  (sternum,  vertebra)  [4,5].
ometimes  that  pain  is  severe  and  involves  a  previously
naffected  area  or  one  that  was  previously  less  painful,
ndicating  that  rupture  is  imminent.  Other  symptoms  of
AA  are  signs  of  congestive  heart  failure,  thromboembolic
omplications  leading  to  stroke,  ischemia  of  the  extremities,
enal  or  mesenteric  infarction.  Aneurysms  of  the  ascend-
ng  aorta  may  be  revealed  by  major  complications  such  as
ssuration,  rupture  of  the  pericardium  or  mediastinum,  or
econdary  dissection.  Aneurysms  of  the  aortic  arch  and  the
escending  aorta  may  be  revealed  by  a  superior  vena  cava
yndrome,  signs  of  compression  of  the  aerodigestive  tract
uch  as  cough,  dyspnea,  recurrent  pulmonary  infections,  and
ysphagia  and  dysphonia  in  case  of  recurrent  nerve  involve-
ent  [5].
Atheromatous  and  hereditary  diseases  of  the  elastic
issue  contribute  greatly  to  the  pathogenesis  of  aortic  dilata-
ion.  Atheromatous  disease  is  the  predominant  etiology  of
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Figure 3. Axial CT slices in mediastinal window at the superior (a) and inferior (b) mediastinal level, showing a calciﬁed, aneurysmal
aortic wall, progressively increasing in diameter, involving the ascending portion, aortic arch, and descending portion; the latter is correctly
analyzed in the coronal (c) and oblique sagittal (d) reconstructions, the site of a giant fusiform aneurysm measuring 11 cm in its largest
diameter, extending over a length of 22 cm; its wall is slightly spontaneously hyperdense in connection with an extensive parietal thrombus.
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tAA  in  72  to  92%  of  cases  [6];  it  is  almost  exclusively  at
ause  in  aneurysms  of  the  descending  aorta.  Hereditary  elas-
ic  tissue  diseases  are  in  second  place  and  include:  Marfan’s
yndrome,  Ehlers-Danlos  syndrome  type  4,  Beals  syndrome,
nd  aortoannular  ectasia.  Marfan’s  syndrome  is  the  most
ommon  dystrophy  of  the  connective  tissue;  it  is  an  auto-
omal  dominant  disease  in  75  to  85%  of  cases,  associated
ith  aneurysmal  dilatation  of  the  ascending  aorta  in  80%
f  cases.  In  addition  to  its  atheromatous  and  dystrophic
rigin,  there  are  numerous  other  less  common  etiologies:
nfectious,  syphilitic,  and  tubercular  causes  (rare  nowa-
ays);  inﬂammatory  arterial  diseases:  Horton’s  arteritis,
akayasu’s  arteritis,  Behc¸et’s  syndrome,  and  ‘‘primary’’
nﬂammatory  aneurysms;  traumatic  causes  and  aortic  dis-
ection.
The  clinical  presentation  of  a  TAA  is  vague  or  even
symptomatic;  therefore  imaging  plays  a  crucial  role  in  the
h
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torphological  assessment  and  the  assessment  of  operabil-
ty  or  accessibility  to  endovascular  treatment  by  placement
f  a  stent,  as  well  as  in  post-therapeutic  monitoring.  The
hest  x-ray  is  abnormal  in  80%  of  cases:  it  may  show  calciﬁed
neurysmal  walls,  mediastinal  widening,  enlargement  of  the
ortic  knob,  or  tracheal  deviation  [5].  The  CT  angiogram  is
he  study  of  choice,  useful  for  determining  the  site  of  the
neurysm,  its  largest  diameter,  its  extent,  its  relationship
ith  the  aortic  branches,  and  possible  presence  of  other
neurysmal  localizations.  The  MRI  is  the  second-line  study
nd  provides  the  same  information  at  the  CT  angiogram.  It  is
eserved  for  non-dialyzed  renal  failure  patients,  young  aor-
oannular  ectasia  patients,  and  for  monitoring  patients  who
ave  been  diagnosed  but  have  not  undergone  surgery,  due  to
he  need  for  repeated  studies.  The  transthoracic  echocar-
iogram  makes  it  possible  to  examine  the  aortic  sinus  and
he  ascending  aorta;  the  other  segments  are  accessible  by
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a  transesophageal  approach.  Arteriography  is  no  long  used
for  initial  evaluation  of  a  TAA,  but  it  may  be  performed  to
locate  the  artery  of  Adamkiewicz  prior  to  surgery.  Surgery
and  endovascular  treatment  are  the  therapeutic  options
available  to  patients.
In  conclusion,  TAA  is  a  serious  condition  that  is  rarely
symptomatic.  Its  discovery  due  to  an  opaque  hemithorax
has  never  been  reported.  The  different  cross-sectional  imag-
ing  methods,  led  by  CT  angiography,  provide  a  thorough
morphological  assessment,  detection  of  complications,  and
post-therapeutic  follow-up.Disclosure of interest
The  authors  declare  that  they  have  no  conﬂicts  of  interest
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